Small bowel adenocarcinomas with coincidental
Crohn's disease have been reported on many occasiona'P. It is, however, a matter of controversy as to whether this association is anything more than chance. Collier et al,", in their review of small intestinal adenocarcinoma complicating regional enteritis, described certain features of the adenocarcinomas in these cases which differentiated them from de novo adenocarcinomas. The following report illustrates many of these distinguishing features.
Case report A 42.year-old male Caucasian with a 12-year history of Crohn's disease presented with a 6·month history of increasing colicky abdominal pain and vomiting eventually resulting in frank small bowel obstruction. His medication at the time was salazopyrine 500 mg four times daily and prednisolone 8 mg per day.
On examination there was a firm, tender mass in the right iliac fossa. Erect abdominal X-rays showed multiple small bowel fluid levels. Laparotomy revealed dilated small bowel proximal to a hard constricting lesion in the ileum. Distal to this was a 5 em length of grossly thickened bowel. There were multiple nodules over the serosal coat of the small bowel, and further nodules seeding the pelvic peritoneum. The liver at laparotomy was clear of tumour. The stricture was resected and an end-to-end anastomosis performed.
The histology of the stricture revealed a poorly differentiated adenocarcinoma of the small bowel ( Figure 1 ).The full thickness of the wall was involved to the serosa, with tumour present in the veins. Adjacent bowel showed features of Crohn's disease ( Figure 2 ). Biopsies of the serosal nodules demonstrated further adenocarcinoma of small bowel origin.
Two further laparotomies were performed 3 and 6 months after presentation for small bowel obstruction. The patient died one month after the last laparotomy.
Discussion
This case illustrates several of the features that were reported by Collier et al. 1, in their review of 78 cases, to differentiate between small bowel adenocarcinoma complicating Crohn's disease, and de novo small bowel adenocarcinoma.
Firstly, at 42 the patient was relatively young; the average age of patients with Crohn's disease is 46.5 years compared with 64.6years for de novo adenocarcinoma. Secondly, the patient was male, there being a 3:1 male:female predominance in Crohn's disease as opposed to 1:1 for de novo cases. Thirdly, the lesion was situated in the ileum. In Crohn's disease the adenocarcinoma tends to follow the distribution of the disease, jejunum 24% and ileum 76%, whereas de novo adenocarcinoma occurs more commonly in the proximal small bowel.
Finally, the prognosis for Crohn's-related adenocarcinoma is poor". This is said to be due to late presentation, with symptoms being treated conservatively as an exacerbation of the Crohn's disease. The possibility of Crohn's-related adenocarcinoma should always be contemplated in young males with recurrent bouts of small bowel obstruction. Most injuries incurred while playing squash are minor and self-limiting, though graver events including trauma to the eye and sudden death are also recognized hazards, We report a case of thrombosis of the inferior vena cava occurring in a previously healthy young man following a game of squash.
Case report
A24-year-old left-handed man experienced an acute pain in his right buttock while playing a low shot to his left during a game of squash. The pain persisted and was followed three days later by a sudden feeling of tightness in both legs. Shortly afterwards he noticed engorgement of the superficial veins of his lower limbs and lower abdomen, together with bruising in his groins and around his ankles and feet. His legs subsequently became tensely swollen. He had previously been fit and healthy and had played squash once a week for two years. Routine haematological and biochemical investigations and X-rays of his chest and lumbar spine were unremarkable. Ultrasonography of his pelvis and abdomen suggested thrombotic occlusion of the deep veins extending to the inferior vena cava and bilateral ascending phlebography confirmed extensive recent thrombosis of the deep veins of the legs with obliteration of the right iliac vein and lower inferior vena cava. An intravenous urogram revealed medial deviation of both ureters with a deformity of the right ureter at the level of.the L3 transverse process and poor flow on both sides below this level, suggestive of retroperitoneal fibrosis. Computerized axial tomography (CT) of his pelvis and abdomen was reported as showing a large retroperitoneal mass below the pancreas, which was thought to represent enlarged lymph nodes. At laparotomy, the inferior vena cava and common iliac veins were collapsed and thickened and greatly dilated collateral retroperitoneal veins were found, accounting for the abnormal CT scan appearances. There was no evidence of retroperitoneal fibrosis or lymph node enlargement, and lymph node and liver biopsies were normal.
Two weeks postoperatively he developed a left axillary vein thrombosis which was also confirmed by phlebography. The superior vena cava was shown to be patent. His left arm had been the site of a intravenous infusion at the time of surgery. Although comprehensive investigation failed to reveal any abnormality of coagulation or fibrinolysis, he was commenced on long-term anticoagulant therapy and there have since been no further thrombotic episodes.
Discussion
Traumatic thrombosis of the inferior vena cava is extremely rare! and, in most instances, follows a blunt injury to the abdomen or thigh 1,2. A computerized search of the literature yielded only one previous case where sport was implicated in the aetiology of the caval thrombosis, the putative trauma being a blow to the abdomen with a baseball bat several years prior to the onset of symptoma", We postulate that our patient's inferior vena caval thrombosis was initiated by a tear ofsmall retroperitoneal veins in the right hemipelvis, followed by progressive ascending iliac vein thrombosis and finally complete occlusion of the lower inferior vena cava.
